Background The new public health rejects old individualist attempts at improving health and embraces communitybased approaches in reducing health inequalities. Primary Care Trusts in England face the challenge of converting community participation in health into reality. This study explores differences in perception of participation between lay and professional stakeholders of a community health project for a South Asian population in Greater Manchester.
Introduction
The concept of community participation in health first appeared over three decades ago in the developing world as part of movement for social justice. 1 It was envisaged that basic health needs could be met more appropriately and efficiently by the greater involvement of people themselves. 2 Community empowerment is considered central to the process of participation, enabling people to have a greater say and more control over their own lives and local health care decisions. In working with marginalized communities, community participation could reduce health inequalities and improve equity. 3 In 1991, the World Health Organization 4 summarized the benefits of participation:
(1) coverage -involves more people than non-participatory projects; (2) efficiency -promotes better co-ordination of resources; (3) effectiveness -goals and strategies are more relevant as a result of participation; (4) equity -promotes notion of providing for those in greatest need; (5) self reliance -increases people's control over their own lives.
Primary Care Trusts (PCTs) in England are challenged with converting the rhetoric of community participation in health into reality, 5 yet the precise nature of participation remains elusive and little is know on the actual benefits of participation. 1, 6 As PCTs move from policy to implementation, local understanding of the concepts of participation and its associated health gain need to be explored in situ in order to ensure that rhetoric can translate into reality. The Asian Health Development Project (AHDP) was set up in a small town in Greater Manchester to access and respond to health needs of the local South Asian community. A 'community participation' approach was used to achieve 'potential health gain'. A number of initiatives were used to engage the community, including training programmes on health and health services, a diabetes awareness project with cookery classes, first aid courses and exercise classes. Many professionals from the PCT, Hospital Trust and the local authority were involved in these initiatives.
This paper presents the findings of a study that explored the perceptions of participation and its associated health gain amongst lay and professional stakeholders of the AHDP.
Methods
Semi-structured interviews were conducted with 13 professional stakeholders who had been involved in the project (project workers, managers, nurses, dieticians), exploring their perceptions of participation and health gain in the project. A nonprobabilistic maximum variation sampling strategy was used to provide multiple perspectives. Interviews were conducted by G.B. and lasted between 60 and 90 min. Questions were adapted to each interview but concentrated on the nature and extent of participation by the local community and the health benefits the community had gained as a result of the project.
Three focus groups were conducted with each of the subgroups of the local South Asian community (Indian, n = 5; Pakistani, n = 5; and Bangladeshi, n = 4) exploring perceptions of participation and health gain in the project. All the participants were female (reflecting the gender of the majority of the participants of the project) and ranged in age from 25 to 46 years. The average length of focus groups was 90 min. To validate emerging themes from the focus groups, four in-depth interviews were conducted with lay informants using an opportunistic sampling strategy.
All interviews and focus groups were audio-taped and transcribed verbatim. Analysis was carried out using a content analysis for emerging themes based on Denzin's Interpretive Interactionism framework. 7 Emerging themes were grouped into categories and are reported below.
Results

Perceptions of participation: partner or problem?
Lay participants felt they had no control over the project or its resources and considered themselves as recipients of the project's work rather than active shapers or partners in the process. In contrast, professionals frequently described the project as a partnership, but made little reference to distribution of power in the project.
Barriers to participation: engaging the community
Lay participants recognized that many people did not want to, nor had the time to participate in the project. The project was not considered a priority compared with the other problems families had to deal with. Professionals spoke of the difficulty they had in getting people to attend events associated with the project. The project failed to engage the most deprived Bangladeshi section of the community and was seen by some as widening inequity in the local South Asian population.
Barriers to participation: engaging health professionals
Engaging health professionals was seen as equally problematic. Professionals admitted the project had been unsuccessful in involving local GPs over its 5-year duration. There was fear and uncertainty amongst professionals about methods that challenged traditional ways of working.
Barriers to participation: language and cultural awareness
Some professionals expressed reservations that community participation was not possible without good interpreting services. Others viewed participation as an empowering process (not simply about getting health messages through) that could overcome language and cultural barriers. Lay informants agreed that non-English speakers were less likely to participate in community projects. According to Professional D: 'Language is not a barrier to people participating . . . with mother tongue support, people are glad their language is spoken and therefore think information is accessible and are therefore able to participate. ' Lay informants were frustrated by the lack of cultural awareness and sensitivity in the project. Others felt that some health professionals held stereotypical views of Asian women and made assumptions about beliefs and behaviour.
Barriers to participation: time and resources
Professionals working to short deadlines and used to more immediate results felt frustrated at the slow pace of change in participation projects. Others recognized that slow, steady progress was the only way to ensure reliable and sustainable results and to avoid 'quick fixes' that were not relevant. There was consensus amongst health professionals that community participation was not a cheap option and considerable resources were required by projects to achieve their potential and demonstrate cost-effectiveness.
According to Professional I: 'You have got to have recurrent funding. . . you are competing with a lot of other priorities, so you have got to have a clearer idea about what your outcomes are and be able to show them.'
Benefits of participation: a more informed population
There was agreement between lay and professional informants that the project had raised awareness on health issues and services and created a more informed population. Community members felt they had learned a lot and some had moved onto further training and employment opportunities.
Health impact of project: psychological benefits
Lay informants felt more confident through participating in the project. Confidence was perceived to have improved through gaining knowledge and skills and making new friends. Professional informants felt the project had raised the self-esteem of those who participated.
Health impact of the project: social cohesion
Professional informants believed participation in the project had enhanced the sense of social cohesion in the community. This was seen to have been achieved by greater engagement of the South Asian community in regeneration initiatives and neighbourhood forums. Lay informants had made new friends on the project, but did not feel the project had made any difference to the community at large or improved community cohesion in any way.
Health impact of the project: lifestyle changes
There was disagreement between lay and professional informants as to whether the project had resulted in any lifestyle changes amongst participants. Some professional informants Engaging the community Pakistani lay informant: 'They have the children to look after, the cooking, the cleaning…they don't want to go and some of them say they're too old to go'. Professional F: 'It's hard to get people to come to these sort of things…but it was like a Saturday morning and the project was good, but it just didn't attract the numbers'.
Engaging health professionals
Professional C: 'We have GPs who are over-stressed and under some pressure…so they haven't got involved because they have their noses to the grindstone a lot of the time'. Professional E: 'It's always a power thing with GPs…they don't want to be told what to do…we had discussions with them at the project…but it was always a question of this is peripheral, it's not something that's going to touch their day to day lives, so they could afford to ignore it'.
Language and cultural problems Pakistani lay informant: 'They see you in your own clothes with you head covered and think she can't speak English…by just looking at you, you can see their attitude changes…and when you open you mouth and can speak English….they say, "Oh, you can speak English" and they're really surprised'. Professional G: 'We are all quite ignorant of how it is to be Muslim, how it is to be Hindu and what are the local keys are to unlocking the doors'.
Time and resources
Professional B: 'I am so busy I can't section off the whole day just in the hope that a few people come in …you do have to think of the time and cost of these things'. Professional H: 'It seems very slow…there is this conflict between the project workers who say it takes time to get people involved and we are saying well yes, but I have got four weeks to get this piece of work finished…if I don't do it at short notice, it wont happen, it's that or nothing'.
Table 2 Themes -benefits of participation
A more informed population Pakistani lay informant: 'I think we have all learned a lot you know…about first aid and diabetes and that…and that might help you to get a good job in the future…you never know'. Indian lay informant: 'I feel I know my rights now…I know what the services are supposed to do and I wont be afraid in asking for it'.
Psychological benefits
Indian lay informant: 'I did this course, just six weeks, but it gave me idea how to handle six children in crèche…..so that has given me more confidence…plus all courses have given me strength and build my confidence inside…I learn something new'. Indian lay informant: 'it helps you with getting more confident…I was happy to get out of the house….you know we are all ladies together and we chat, we have a giggle…it makes you more happy and lifts your mood'.
Lifestyle changes
Pakistani lay informant: 'Our people do eat unhealthy you know…too much oil and sweet things and that….but the project can't do anything about that…people can't change their habits'. Bangladeshi lay informant: 'We all know oil and salt is bad for us, but we still do it don't we. My husband likes the oil to be seen on the plate and if he can't see it, he'll say what have you done?'.
Social cohesion
Professional L: 'We have got evidence of very much more increased participation in the regeneration agenda from minority ethnic communities….we are getting at least a quarter of people from ethnic communities, which in the beginning we might have only got one or two people coming'. Indian lay informant: 'Most of the women in our community don't come to the project… I don't think the community really notices any difference because of the project. People just carry on with their lives, like before'.
were optimistic about the project's impact, whilst others recognized the project's limitations in affecting the broader social determinants of health. Lay informants did not make the link between health knowledge gained and changes in lifestyle. Healthy living ideas from the project were difficult to put into practice and often met with resistance from other family members.
Health impact of the project: better use of health services
Some professional informants felt the local population were more appropriate users of services as a result of the project. However, the project was perceived to have had little influence over local service providers and the allocation of resources. 'I wouldn't say the project has got to the stage where you could show changes in the direction of resources or services, as a result of involvement of South Asian people' (Professional K). The project was considered to have failed in its remit to influence local service providers.
Discussion
This study used qualitative methods to explore the views of lay and professional informants. It suggests that there are important differences in perceptions of participation and its associated health gain. There are fundamental differences in the understanding of the term 'partnership with the community'. Lay informants did not consider the AHDP as a partnership. The equal nature of partnerships with the community is contested in the literature 8 with unrealistic expectations leading to disillusionment and frustration. The issue of power is considered central to the process of participation, 9 but professionals tend not to have to account for the weight they attach to local views. 10 The 'I plan, you participate' 18 philosophy may lead to failure in local participation projects. Engaging communities can be problematic and deprived communities may not be willing participants, particularly if the benefits of projects are not apparent and tangible. The Bangladeshi community, which is the most deprived in the area, participated the least in the project. Cultural insensitivity may hamper projects with the South Asian Community, but the heterogeneous needs of the South Asian community need to be acknowledged to ensure participation projects do not exacerbate inequalities. Campbell et al. 11 warned that expressed ethnic allegiance does not mean people will have common needs and interests that will unite them in local health initiatives. Madan 12 suggests that participating communities are 'made, not born' and the project needs to rethink its strategy for engaging all sections of the community. Previous studies have shown professional uncertainty and inability to relinquish power can also hinder participation projects. 13, 9 Health care professionals who are taught little on empowering and emancipatory approaches may find it difficult to participate themselves and enable participation from the public. Training in participatory education for professionals may address lay concerns about communication issues and enhance participation by professionals. Lay informants perceived health gain on an individual level in terms of knowledge gained and confidence achieved. Selfconfidence and self-esteem are developed through the participation process 14 and the project appears to have been successful in this area. However, there is no necessary link between knowledge gained and behaviour change. The project did not result in any socio-environmental changes, having relied more on an educational approach, rather than a community-development approach. Consequently, lay informants did not admit to any lifestyle changes. There was disagreement as to whether empowerment at an individual level had transmitted to health gain at a community level. Strong social networks 15 are thought to create healthier conditions, particularly amongst poorer communities, but there was disagreement amongst lay and professional informants as to whether the project had improved social cohesion in the local community. The notion of community is contested in the literature and studies show that implicit assumptions regarding sharing are often not held out in practice. 16 The local South Asian community is culturally diverse and geographically scattered and professional notions of increased social cohesion require further exploration. Appropriate and accessible health services impact on health gain, but the project was perceived to have had little influence on local services. There was little change within statutory organizations as a result of the project. Partnership models in some community initiatives may represent mediation of continued disadvantage, because they tend to be based on relationships of unequal power and allow statutory organizations to assume that projects will manage minority ethnic issues without any need for internal change themselves. 17 The weaknesses of this study included the limited access to the local population, which determined the opportunistic sampling strategy used for the focus groups. Although our results suggest that the views of the subsections of the community were consistent with one another, our small sample size may have limited access to a variety of opinions, reflecting the heterogeneous nature of the South Asian community. Key themes were identified and supported by the literature, which improves the generalizability of the results to other settings.
The allure of community participation has captured the attention of policy makers in the UK with its promise of improvements in public health. However, the strategy, which was initially thought to be common sense and straightforward, is increasingly recognized as being quite complex. 10 This study uncovers issues of misunderstanding and conflict in one participation project. However, further systematic approaches are required to evaluate the policy in situ and demonstrate accountability for scarce health service resources.
